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it downward, opens the middle fossa of the skull immediately over the bony 
auditory canal, pushes the dura upward, and reaches easily in this way the 
tegmen tympani. He can then empty through the middle fossa of the skull 
the abscess in the temporal lobe, and through the same space by chiselling 
outward and downward he can remove the primary centres of disease in the 
temporal bone. 

The new method of exposing intracranial diseases of otitic origin, by fol¬ 
lowing in operating the path by which the infection has passed to the brain, 
enables the surgeon, when cleaning out the primary focus of disease in the 
middle ear, to expose the point through which the inflammation in the bone 
of these parts has invaded the cranial cavity. He can thus demonstrate the 
presence of intracranial inflammations and render them innocuous before 
they have induced threatening and unfavorable symptoms. 

Universal harmony of opinion reigns regarding the mann er and principle 
of operating in otitic brain-abscesses, but the views respecting after-treatment 
are very diverse. 

Macewen has drained brain-abscesses by means of absorbable drainage-tubes, 
permitting healing to take place beneath one dressing. Others pack the cavity 
loosely. Eulenstein lias found that tight tamponing may cause fresh brain- 
symptoms. In sinuous cavities careful irrigation under artificial light is neces¬ 
sary, in order to prevent retention of pus, etc. Retentions often appear to be 
confounded with “ second ” abscesses; at least in autopsies on those who have 
been operated upon a “ second ” abscess is often found very near the first, 
while in those who have died without an operation, as a rule, only one abscess is 
discovered. “ The search after and evacuation of otitic brain-abscesses by the 
same route through which pus from the diseased ear or temporal bone forced 
its way to the brain-substance ” are the valuable result of the united efforts 
of general and aural surgeons. 

Jansen, of Berlin, based his report on the experiences gained in the Ber¬ 
lin ear-clinic. During the last few years, when he excepts cases of menin¬ 
gitis, he has found in 148 intracranial suppurations, 108 extradural abscesses, 
35 cases of thrombosis of the lateral sinus, and 5 cases of abscess of the brain. 
96 times the suppurations lay in the posterior fossa of the skull, 38 times in 
the middle fossa, and 14 times both fossm were invaded. The clinic-books 
show 58 cases of sinus-thrombosis and 16 cases of otitic brain-abscess: 9 
times in the cerebellum and 7 times in the temporal lobe. 

Opening the cranial fossa has been performed, always in connection with 
chiselling open the mastoid cavity for the puropse of exposing perisinuous 
abscesses. In some instances this end has been obtained by opening the mid¬ 
dle cranial fossa according to the suggestion of v. Bergmann described above. 
In many cases, viz., in those in which the mastoid abscess and the pus-focus 
in the sinus formed one cavity, this has been opened without further opera¬ 
tion. When such has not been the form of the abscess the following method 
has been adopted: After opening the mastoid and the antrum, the posterior 
wall of the mastoid cavity has been chiselled away until the anterior lateral 
wall of the sinus has appeared. Exposure of the sinus must be carried for¬ 
ward until healthy tissue is reached; of course, within limits allowed by the 
topographical relations. Deep-lying suppurations in the cranial cavity are 
reached only after removal of the posterior wall of the mastoid portion in its 
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entirety, best accomplished, in Jansen’s opinion, with long-bladed bone- 
forceps and very narrow chisels. If the abscess extends as far as the jugular 
foramen, it must be exposed by chiselling away the transverse sinus, and, 
when necessary, by removal of part of the floor of the posterior cranial fossa. 
If the part of the sinus-wall first exposed is free from disease, then the 
posterior cranial fossa must be opened far enough to permit of lifting bv 
means of a ruspatorium the sinus and the dura from the posterior wall of the 
petrous bone. If no pus is found here, and yet symptoms of purulencv in 
the posterior cranial fossa continue, Jansen thinks it imperative to expose 
the upper knee of the sigmoid sinus and that part of its posterior horizoutal 
limb which joins it. If pus then gushes from the middle fossa, or if, with 
continuing symptoms of intracranial suppuration, the posterior fossa is found 
to be free from pus, the middle fossa must be opened, preferably above the 
linea temporalis. If the opening of the middle cranial fossa is begun by re¬ 
moving the lower part of the squama, inspection of the entire upper surface of 
the pyramid is made essentially easier. The initial puncture should be made 
close above the posterior wall of the auditory canal and the opening reach 
backward from that point several centimetres, and forward as far as necessary. 
Bone-forceps are best adapted for this operation. Deep-lying extradural 
abscesses, which originate chiefly from irruption of pus through the semi¬ 
circular canal—-though sometimes from conveyance of pus along the course 
of the facial and major superficial petrosal nerves—usually have their centre 
at the point where the posterior limbs of the vertical half-arches unite, and 
then burrow along the posterior upper edge of the pyramid, sometimes out¬ 
wardly and sometimes inwardly. Nearly all cases of this kind, as observed 
by Jansen, originated in acute otitis media. The upper wall of the pyramid, 
as far as the superior semicircular canal, the posterior upper edge of the same 
for the same distance, and also the adjoining posterior wall of the pyramid 
should be removed with bone-forceps, as far as the labyrinth-core. Further¬ 
more, Jansen holds that in order to insure undisturbed healing and to avoid 
burrowing of pus along the acoustic nerve, it is best to follow the exposure of 
deep labyrinth-abscesses with opening upthe vestibule. This can be done best 
by removal of the posterior half or two-thirds of the upper semicircular canal, 
from behind and above downward, by means of narrow, straight chisels. If 
necessary, also the lower semicircular canal may be partly or entirely removed, 
and the vestibule laid open from behind forward, by removing the posterior 
half of the horizontal semicircular canal. 

In no instance of all the abscesses in the temporal lobe operated upon by 
Jansen was it possible to find the point of transition of the pus from the tem¬ 
poral bone to the brain, although the abscess was uniformly directly over 
and close to the tegmen tympani. In all of such abscesses he removes the 
posterior upper wall of the mastoid cavity as far as the labyrinth, then, leav¬ 
ing the latter intact, he has removed a part of the squama and the tegmen 
and penetrated as far inward as the mouth of the Eustachian tube and the 
outer wall of the cochlea. In this way the field of the operation is freely ex¬ 
posed and made to comprise the deepest parts of infection. Von Bergmann’s 
method of opening the middle fossa of the skull can be used with advantage 
for exposure of the sinus when symptoms of suppuration in the middle cranial 
fossa are prominent and when subsequently it becomes”plain that suppuration 
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has spread to the sinus. In general the plan presented already for exposing 
perisinuous abscesses may be pursued for laying bare the sinus. The throm¬ 
bosed part of the sinus should be opened forward and downward until undis¬ 
colored thrombus is reached, even as far as the jugular foramen, if necessary. 
Backward it is better to proceed a few centimetres further than the thrombus 
extends. Excision of the outer sinus-wall insures free drainage. When it 
becomes evident thnt the septic degeneration in the transverse sinus has not 
been caused by occlusion with a solid thrombus, Jansen thinks ligation of the 
jugular is indicated without further investigation of the Binus. This is to be 
followed by ligation of the facial vein and the jugular cut away as near the 
base of the skull as possible with a blunt-pointed knife. Of 25 eases of 
thrombosis of the transverse sinus recently operated upon by Jansen, 11 were 
cured: 1 after simple emptying of a perisinuous abscess, 8 after opening the 
thrombosed sinus, and 2 with simultaneous ligation of the jugular. In 6 
cases of opening the sinus and in 4 cases of ligation of the jugular death 
occurred. 

In operating upon the so-called labyrinth-abscesses, already referred to, in 
which the labyrinth is either partly or wholly removed, no disturbances in 
equilibrium are induced when the labyrinth-contents are already destroyed 
by suppuration; but if in the operation upon these parts a normal or partly 
normal labyrinth is invaded, nearly always vertigo, nausea, vomiting, and 
nystagmus are evoked, as stated by jAXSEJT in reply to a question from 
Kessei., in the discussion which followed the reading of the above report, so 
that the labyrinth may still be in a measure regarded ns the organ of a so- 
called sixth sense. 
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Complications op Labor Occasioned by Operations for the 
Fixation of the Uterus. 

Attention has recently been called to complications of labor in cases in 
which the uterus had been suspended by adhesions following abdominal sec¬ 
tion, or after suture of the uterus to the walls of the vagina. Among the most 
recent and interesting of these communications is that of Graefe ( Monats- 
schriftfur Qeburishulfe und Gynalologie , 1895, Band ii. Heft 6). The patient 
was aged thirty-eight years, and a multipara. She was brought into the clinic 
because of prolapse of the cord and death of the child in utero. Upon 
examination the uterus was found firmly contracted upon the child, and 



